Objective: To describe the planned aims and methodology of the Pediatric Acute Lung Injury Consensus Conference. Design: Consensus conference of experts in pediatric acute lung injury. Methods: A panel of 26 experts in pediatric acute lung injury will meet over the course of one year to develop a better taxonomy to define pediatric acute lung injury, specifically predisposing factors, etiology, and pathophysiology. A modified Delphi approach that emphasizes strong professional agreement will be utilized. Results: The Pediatric Acute Lung Injury Consensus Conference will aim for consensus development on the following topics related to pediatric acute lung injury: 1) definition, incidence, and epidemiology; 2) comorbidities and severity; 3) ventilatory support; 4) pulmonary-specific ancillary treatment; 5) nonpulmonary treatment; 6) monitoring; 7) noninvasive support and ventilation; 8) extracorporeal support; and 9) morbidity and long-term outcomes. Conclusions: The importance of this effort for improving care and guiding future research in pediatric acute lung injury is clear. Despite the many epidemiologic, interventional, and outcome studies undertaken by pediatric intensivists worldwide, our understanding of this disease process is limited, and morbidity and mortality remain unacceptably high. By consolidating the knowledge and expertise of the leaders of the field of pediatric acute lung injury, we hope to develop a framework for future progress. (Pediatr Crit Care Med 2013; 14:429-432) 
S
ince the advent of the treatment of pediatric patients with acute lung injury (ALI), practitioners have been faced with multiple dilemmas related to their care. ALI in children appeared to be more similar to the acute respiratory distress syndrome (ARDS) described by Ashbaugh and Petty (1) than the respiratory distress syndrome seen in neonates, yet significant and important differences existed. Children had considerable variability in the predisposing conditions and etiology; their response to therapy was different and often better; and pre-existing conditions and underlying etiology appeared to influence outcome to a greater extent than the severity of the lung injury itself (e.g., ALI due to respiratory syncytial pneumonia in a previously healthy child vs. ALI due to respiratory syncytial pneumonia in a child who has undergone a bone marrow transplant). A number of important questions still persist in 2012: Is ALI in children a specific entity? How best can we treat this heterogeneous population and does one approach fit all? What factors are predictive of outcomes? Can we advance the care of these children if we apply a uniform approach to what appears to be a multifaceted disease process?
Many of these same questions were pondered in the initial American-European Consensus Conference (AECC) (2) . In 1994 a consensus group of expert intensivists from North America and Europe met to establish uniform criteria for ARDS and developed guidelines that are still utilized today, both in clinical practice and research. The definition included the following: 1) acute onset of hypoxia, 2) bilateral infiltrates on chest x-ray, 3) pulmonary artery wedge pressure < 18 mm Hg (or absence of evidence of left atrial hypertension), and 4) Pao 2 /FIo 2 ratio ≤ 300 for ALI and agreement was only moderate (7, 8) . 3) Pulmonary artery wedge pressure was influenced by transmitted airway pressure and intravascular volume (9, 10) . 4) The ARDS definition had only 84% sensitivity and 51% specificity when compared with that of pathology (11, 12) . Pediatric intensivists voiced similar concerns related to these definitions (13, 14) . The subsequent increased utilization of pulse oximetry, obviating the need to measure Pao 2 , has added an additional problem to the criteria requiring arterial blood gas measurement in order to make a diagnosis.
A second consensus conference was convened in Berlin in 2011 in an attempt to overcome some of the aforementioned difficulties and improve the feasibility, reliability, and face and predictive validity of the ALI and ARDS definitions. These new definitions were published this year in the Journal of the American Medical Association (15) , eliminating the ALI category and defining the severity of lung injury in terms of "mild", "moderate", and "severe" oxygenation disturbance. The Berlin definitions are given in Table 1 . As in the original AECC, pediatric intensivists did not participate in the 2011 Berlin ARDS Consensus Conference. Consequently, the Berlin ARDS definitions are focused on adult lung injury and largely overlook differences in risk factors, etiologies, and pathophysiology in children. Moreover, the criteria still require arterial blood gas sampling, overlooking the use of noninvasive measures of hypoxemia now more commonly used in pediatrics (and increasingly used in adult intensive care).
In view of the previously delineated shortcomings of the AECC and the more recent Berlin Consensus Conference, we convened an international group of experts to participate in the Pediatric Acute Lung Injury Consensus Conference (PALICC). originating with the Pediatric Acute Lung and Sepsis Investigators (PALISI) Network, the conference has the support of the Australian and New Zealand Intensive Care Society, the Canadian Critical Care Trials Group, the World Federation of Pediatric Intensive and Critical Care Societies, the European Society of Paediatric and Neonatal Intensive Care, and the French Group for Pediatric Intensive Care and Emergency Medicine. our first goal will be to develop a better taxonomy to define pediatricALI, specifically predisposing factors, etiology, and pathophysiology. Secondly, we will develop consensus criteria for clinical research and treatment, including better defining both short-term and long-term outcomes. As data are limited with a low level of evidence and high variability in practice, we have chosen a modified Delphi approach that emphasizes strong professional agreement (Fig. 1) . This methodology has been employed several times by the French Society of Pediatric Intensive Care (16) . A further anticipated product of the PALICC is the development of collaborative relationships for further multi-institutional international research in pediatric ALI.
Plan for the Consensus Conference
The first PALICC meeting was held in Chicago, IL, on october 2, 2012, in conjunction with the fall meeting of the PALISI Network. The expert group included 26 investigators representing 20 academic institutions and eight countries. We defined an expert as one who has published on the topic during the last five years. The selection resulted from the following three sources: 1) extensive PubMed search for the broad topic of "pediatric ALI" and "pediatric ARDS"; 2) knowledge of the three members of the organizing committee, all members of, or with in-depth knowledge of, the various international research networks and federations in pediatric critical care medicine; and 3) additional suggestions from the PALISI Network. The specific subtopics for discussion and consensus development include: 1) definition, incidence, and epidemiology; 2) comorbidities and severity; 3) ventilatory support; 4) pulmonaryspecific ancillary treatment; 5) nonpulmonary treatment; 6) monitoring; 7) noninvasive support and ventilation; 8) extracorporeal support; and 9) morbidity and long-term outcomes. At the conclusion of the first PALICC, the experts validated the choice of the specific subtopics given above and working groups were assigned for each. In addition, to ensure that the list of topics is inclusive, the organizing committee welcomed input from all interested clinicians.
Between the first and second meeting, each group is working independently (by e-mail, video/phone, meetings, etc.) to perform a thorough literature review, analysis, synthesis, and writing of arguments with the goal of defining recommendations on their specific subtopic. Each are preparing a document with the arguments (long text) and a list of recommendations (short text) that will then be sent to the organizing committee in preparation for discussion at the second meeting to take place in Montreal, QE, Canada, in April 2013. At the second meeting, recommendations will be clarified and discussion enjoined to ensure the absence of major omissions.
In the interim between the second and final PALICC meeting, each group will refine its recommendations in consideration of comments and discussion voiced during the second meeting. Final recommendations will be forwarded to the organizing committee charged with consolidating the consensus recommendations. These will then be distributed to the 26 experts for review and electronic scoring. In the absence of strong agreement, revisions will be requested and a second round of scoring on those topics requested, again to be consolidated by the organizing committee.
The third and final meeting will be in Paris, France, in october 2013. During this meeting, the scoring from the second round will be presented and discussed. The goal of this final meeting is to identify recommendations for which there is agreement, disagreement, or equipoise, in order to finalize the recommendations. After discussions, a third scoring round will be done, if necessary, and recommendations finalized. Issues on which there is lack of consensus as well as those requiring further investigation will also be identified. As one of the main tasks of the PALICC will be to identify the area of research that will be required in the future, the discussion of each topic will result in the identification of areas of research that are required in this field. The final results will be prepared for peer-reviewed publication.
The importance of this effort for improving care and guiding future research in pediatric ALI is clear. It has been nearly half a century since Ashbaugh, Petty, and colleagues first described ARDS (1) . Despite the many epidemiologic, interventional, and outcome studies undertaken by pediatric intensivists worldwide, our understanding of this disease process is limited, and morbidity and mortality remain unacceptably high. By consolidating what we currently know (or believe we know), we hope to develop a framework for future progress. 
